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Foreword

Clinical supervision would seem to have great potential for improve-
ment of education. Its focus is the zlassroom, it deals directly with
the processes of teaching and lesrning, and its tenets are in accord
with principles of enlightened human behavior.

 The potential is there, but it would not be accurate to say that
clinical supervision has as yet made much of a contribution, or that
it necessarily will. For the truth is that the thoroughly professional

process described in the literature is found infrequently in practice.

’ The potenti- of clinical supervision and some of the ressons
for its neglect ¢  explored in this brief, readable review by Cheryl
Sullivan. Comi..g at a time of intense interest in the -evaluation and
enhancement of teaching, this booklet makes an important contri® u-
tion by sketching the origins of clinical supervision and summarizing
research findings about its use. ‘

Although elements of the process may be so familiar as to seem
almost self-evident, we should recognize that the concept of, and
rationale foy, clinical supervision were developed quite recently. Of
the 90 items in Cheryl Sullivan’s bibliography, all but a very few
were written in the 1970’s. It’s a young idea, and a productive one.
With the help of books like this, we may be able to realize its
potential.

BENJAMIN P. EBERSOLE
ASCD President, 1979.80




TIntroduction

-

The demands for leadership and responsibility in education today
come from all segments of society. Sergiovanni and Starratt (1979)
indicate that “people in the schools and on school committees are
ready for some quiet and effective improvements” (p. 328). Teachers,
students, gnd adminisirators alike are being held “accountable.”
Further, the personal demands on teachers appear to be great

(“Truths About Teaching,” 1979).

Clinical supervision is a specific supervisory approach which
may respond to these educational nieeds. It has been characterized
as “a structure by which instructional adequacy can be established”
(Krey, Netzer, and Eye, 1977, p. 21).

If clinical supervision is capable of serving as a method (or, as
some suggest, the panacea) of educational improvement, then a
summary of its characteristics and associated field work needs to
exist. If clinical supervision is nothing more than hollow claims, :
then the fallacies of the system need to be exposed. This paper —
includes historical background and the development of clinical super-
vision, exposition of the content of clinical supervision, examination
of related research, analysis, and implications for the future as it
reviews the state of the art. The purpose is to scrutinize carefully

‘what does and what might exist as well as to pose questions for future
investigations.




al.inical.Supervision in History
and the History
of Clinical Supervision

Though supervisor preparation and supervisory practices have not
been given major emphasis in education (Goldhammer, 1969), pat-.
terns of sunervision have developed concurrently with the establish-
ment and growth of schools in this country. Although educational
historians differ on exact dates of various periods, there is consider-
able agreement in the literature about the progression of major
emphases in supervision. It is this sequence which is helptul in pro-
viding the appropriate background for presenting the development
and model of clinical supervision. Interestingly, it was the proce-
dures that changed: the goal of inspecting teachers remained re-
markably constant.

Trends in Instructional Supervision

1642-Late 1800’s

Just as there was early concern by Americen settlers for the
establishment of schools and for ihe content of curriculum, so was
there need for supervision. For the most part, response to this need
manifested itself in the selection of teachers or in the moral obliga-
tion to “kecp school” (Alfonso, Firth, and Neville, 1975). Indeed,
supervision in American schools froni 1642 (the time of the Massa-
chusetts Bay Law) until the late 19th century can be characterized as
school (as opposed to instructional) supc.vision (Burnham, 1976).
During this time, local or religious officers or special lay committees
had supervisory control. Dickey (cited in Burnham, 1976) describes
the three approaches to supervision wiich dominated the period:
“(a) authority and autocratic rulé; (b) emphasis upon the inspec-
tion and weeding out of weak teachers; and (c) conformity to stand-

2
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CLINICAL SUPERVISION IN HISTORY 3

ards prescribed by tie committee of laymen” {p. 302). Clearly,
the major supervisory task was inspection.

Late 1800°s-1930s o C
‘During the period between the late 1800’s and the 1930’s,

supervisory emphasis shifted from “keeping school” to focus on the
instructional program as professional educators rather than lay com-
mittees assumed the supervisory role and accompanying duties. By
the turn of the century, the principalship became a full-time position,
and the principal gained recognition as the leader and manager of
the school. Generally, however, the duties of the principal were in
reality administrative, managerial tasks which -included directing
and monitoring teachers in ways not unlike the inspectional proce-
dures of the earlier period.

A major change in educational emphasis occurred because of
what Lucio (1962) characterizes as the “scientific movement.”’ Effi-
ciency became very important; and measurement, testing, and the
sctting of standards to be achieved by teachers and students became
prominent tasks. Included in this move toward efficiency was the
attempt to control teacher behavior and student performance. The
study of educational problems employed scientific methodology. The
National Education Association established a number of committees
to examine the controversies and concerns stemming from.the pro-
gressive movement and the need for education to respond to indus-
trial, social, and political problems. Many of these groups (for
example, The Committee of Ten on Secondary School Studies (18911,
The Committee of Fifteen on Elementary Education [1895), The
Committee on the Economy of Time [1911]) stressed in their work
a scientific approach to decision making. Alfonso, Firth, and Ne-
ville (1975) summarize clearly the link between this general activity
in education and ‘supervisory practices: “The emphasis on organi-
. zational regimentaticn early in ihis century was to reflect efficient
planning and the application of scientific methods. It served to fur-
ther entrench the inspectional concept of supervision” (p. 21).

1930°s-1950s

In the 1930°s and 1940°s, the educational orientation shifted
to a concern for human relations and cooperative group effort to

c 9




4  CLINICAL SUPERVISION

improve instruction which prevailed through the, late 1950’s. Lucno
(1962) descnbes the result in supervision:

_ While the use of human relations techniques in working with groups and
individuals did take into account the feelings and motives of teachers and
supervisors and was probably appropriate to some areas of action, not enough
attention was given to individuals’ properties as reasoning human beings

and the application of rational thought to problems requiring intellectual
attack (p. 213).

As opposed to the overtly irspectional functions performed earlier,
“the concept of supervision a= democratic, cooperative, and creative
guided the practice’ (Burnham, 197€, p. 303). .

Democratic supervision was concerned with the teach  ~chiev-
ing maximum professional efficiency. Increasing emphasis wa. 1aced
on exchange of ideas and human interaction. Gwynn (1961) inuicates
three major areas of emphasis: supervision as guidance, supervision
as cufriculum development, and supérvicion .as group processes.
“Supervision as human relations” was advocated in the writings and’
leadership éfforts of Kimball Wiles. While these efforls were often
basically grounded in the knowledge of psychology (especially
Gestalt) ‘and group processes, and, as Gwynn (1961) states, the
supervisor was no longer an inspector, Lucio (1962} indicates that
“manipulative techniques were more often emphasized than theo-
retical constructs in working with groups and individnals” (p. 213).
1960’

General interest in technological advancement and scientific -
research combined with the availability of federal funds to meke
the 1960’s a period in which activity in supervision was primarily
oriented toward: conducting or applyirg findings of research. The
accountability movement gave furthcr impetus to a drive toward
specifying goals and'measuring results. It was especially during this
perlod that research and theory from the behavioral sciences was
used “to search more diligently for a conceptual framework for the
basis of supervisory practices’” (Burnham, 1976, p. 303). |

While the search for the conceptual base was in progress, the
daily tasks of supervisors diversified. As early as the 1950’s (Al-
fonso, Firth, and Neville, 1975) and into the 1960’s, at least some
supervisors functioned as agents of change. Neville (1966) asserted
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" that supervisory duties included identifying instructional problems,
being a resource person, and serving as an expert in group dynamics
in addition to the change agent role. Those regponsible for super-
>visory duties contmued to be principals, general and specmhzed
supervisors, and curriculum direciors.

This very general outline of the history of supervision ‘gives
credibility to Ryan’s (1971) assessment of supervisory practice

. prior to the time of Goldhammer’s' (1969) book,: Clinical’ Supei-

vision: - ,

Tradmonally supervision was carried out by a principal or some author,
ity figure in the school system. Its purposes were to monitor the performance

of teachers, occasionally to give new ideas, but generally to keep teachers on
their toes (p. 556). S . ‘ i
Development of Clinical Supervision P

Clinical supervision was developed by Morris L. Cogan and
others at Harvard during the 1950’s. It was, in contrast to other
supervisory efforts, desjgned as a professional response to a specific
problem. Though the gupervision given to student teackers in Har-
vard’s MAT program/vas fairly standard and has been characterized

“at least as good as studcnt teachers—any teachers—generally

receive” (Wilhelms, in Foreword to Cogan, 1973, p. ix), Cogan and
his colleagres decided that t!.cir supervisory practices of observing :
a lesson and then conferring with the teacher were inadequate. They
proceeded to develop a model which was subsequently reviewed and
revised. Initially, clinical supervision was used in the Harvard pre-  * ‘
service program, but it quickly became part of inservice edication.
It was used with experienced teachers in the Harvard-Lexington and
Harvard-Boston programs. ,

Interestmgly, clinical supervision has components that reflect .
the najor trends of the time during which it was developed and
implemented. Its design shows evidence of the cooperatlve effort
that characterized the .1950’s. Clinical supervision requires that
teacher and supervisor attack problems together and “rests on the
conviction that instruction can only be improved by direct {feedback
to a teacher on aspects of his or her teaching that are of concern to
that teacher (rather than items on an evaluation form or items that
are pet concerns of the supervisor only)” (Reavis, 1976, p. 360).

EKC | | 11"

wll Toxt Provided by ERIC



6  CLINICAL SUPERVISION

It fits well Burton and Brueckner’s (1955) definition of “modern
supervision” in that “it involves the systematic study and analysis
of the entire teaching-learning situation utilizing a carefully planned
_ program that has been cooperatively derived from the situation and
which is adapted to the needs of those involved in it” (p. 13). Yet,
it goes beyond these definitions as it deais with the “conceptual
‘framework” sought in the 1960’s and clarification of the tasks of
- the supervisor. , '

" The significant way in which clinical supervision differs from
the previous supervisory approaches is in its content. 1t is historically
and substantially unusual because of its emphasis on aunalysis rather
than inspection and its presentation of a model rather than the
smorgasbord of lists, charts, tables, and examples which so often
occur in supervision literature (for example, Supervisory Behavior
in Education, Harris, 1975; Emerging Patterns of Supervision:
Human Perspectives, Sergiovanni and Starratt, 1971; and Instruc-
tional Supervision: A Bekavior System, Alfonso, Firth, and Meville,
1975).




The Dcsign |
of Clinical Supervision N

PRI .

_Clinical supervision is a field-bascd approach to instructional super-
vision. The word clinical was chpsen as a label to “dencte and con-
note the salient operational and empiriczl aspects nf supervision .
in the classroom” (emphasis added) (Cogan, 1973, p. 9). Gold-
hammer (1969) stresses that it describes “supervision yp close”
(p. 54). Clinical sunervision has nothing to do with illness or pathc-
logical or psychological disorders but rather focuses on professional
practice in field settings in eJucation.

- In order to facilitate analysis and evaluation at a subsequent
' time, the design of clinical supervision is presented in this section.
*, Underlying propositions and values will be described as well cs the
clinical supervision model. Tn order to place these ideas in the proper
perspective, emphasis must be placed on the fact that the proposi- -
tions and values come from expericnce rather than a documented,
empivical base (McCleary, 1976). '

Propositions

v There are several propositions upon vhich clinical supervision
is based. The first.is that teaching is behavior. This means that teach-
ing includes the teache.’s actions and the actions of pupils. The ..
actions are observable siugly and in interaction. It is important to
emphasize that Cogsn includes both performance and result, as part
.~ of teaching (Mosher and Purpel, 1972).
-~ In-addition, ciinical supervision rests on the notion that ““‘each-
ing, as a comnlex interaction of the teacher’s behavior, the learner’s .
- behavior, and content variables, is patterned” (Mosher and Purpel,
1972, p. 80). If the behaviors are regular rather than random,
" then teaching can be studied by classification and analysis.

7 [




8  CLINICAL SUPERVIS:ON

. Two further aspects are effectively considered together. Clinical
supervision operates as if (a) teaching behavior can be understood
and, controlled, and (b) instructional improvement can be achieved
by controlling (changing or modifying) certain behaviors (Mosher
and Purpel, 1972; Huffman, 1973).

Clinical supervision also is based on the proposition that the
supervisor-supervisee relationship can be one of mutuality. The
supervisor’s task is to secure the commitment of the teacher (not to
coerce) and to increase the teacher’s freedom to act self-sufficiently
in the classroom (Moere and Mattaliasio, 1970). This practice con-
tradicts the general supposition that the supervisor (whether serving .
in a line or staff position) is above the teacher in the educational
hierarchy. The teacher and supervisor work as colleagues.

v @ .

€

Framework of Values

+ Goldhammer (1969) specified the values associated with clini-
cal supervision. A primary value upon which clinical supervision is
based is respect for individual human autonomy. This respect im-
plies that s.[f-sufficiency and freedom to act are goals for learners,
teachers. und supervisors.

¥uriher, inquiry, analysis, examination, and evaluation, espe-
cially when self-initiated and self-regulated, are espoused. Gold:
hamme:r (1969) sees these activities resulting in outcomes which
are ‘“‘inhe: :ntly human, conceptually tough, grounded in intellectual
humility, and based upon a determination to discover more about
reality and to construct behaviors that are rationally related to such
discoveries” (p. 55).

There is also belief i in the high value of human compassion,
patience, and sensc of one’s behavior and its impact upon others.
Goldhammer (1969) stresses that immoderate behavior which fails
to be compasslonate will be self defeating in terms vuf the purposes
of clinical supervision.

The Model

- While clinical . supervision' lacks the attributes of a theory
(Cogan, 1973; Mosher and Purpel, 1972; Sergiovanni, 1976), the
definition, propositions, and values are accompanied by a model.
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Clearly; the space within which the model operates is the classroom.
The individuals directly involved are the teacher and the super-
visor. The predominate feature of the model is its process, the cycle
of clinical supervision.

Because clinical supervision is a process model, this exposition
of its content will focus on the point of initiation, the specific steps
in the cycle, and the expected benefits. People in the process model
are role takers; therefore roles will also be examined.

Initiating the Process

The person responsible for initiating the clinical supervision
model is the teacher. Goldhammer (1969) stated that the desired
clinical supervision was “basically teacher-initiated and consistent
with independent, self-sufficient action” (p. 368). Cogan (1973)
asserted that'“it is in the teacher-supervisor dyad that the teacher
- learns thet the supervisory program is [the teacher’s], not the super-
visor’s” (p. 93). It is the teacher who, with aid from the supervisor,
expresses the individual goals, problems, strengths, and weaknesses
which become the objectives in the phases of the clinical supervision
cycle. Indeed, in addition to beginning with the teacher, the process,
‘as Cogan (1973) indicated, is “shaped to be congruent with the
teacher’s universe, with his Tor her] internal landscape rather than
that of the supervisor” (p. xii). \

In-the original clinical supervision setting, the teacher was in
preservice training. As the model was generalized, inservice teachers
assumed the same initiating responsibilities.

°

The Process

The process which specifies the tasks and activities 1s the cycle
of clinical supervision. Sources vary in the number of stages and in
the labels attached to the components involved (Goldhammer, 1969;
Mosher and Purpel, 1972; Cogan, 1973; Boyan and Copeland,
1978), but the conient is similar, with general emphasis placed on
planning, observation, and evaluation. In all of these areas, the
focus is upon surface behaviors: intentions and motivations are not
. probed. It is important to note that although the cycle is presented
" in a linear fashion, components are viewed as interrelated with and
influenced by one another.
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Cogain’s (1973) description, which includes eight steps called
“phases” will be used to present the cycle. Phase one requires estab-
lishment of the teacher-supervisor relationship. It is at this point
that the supervisor establishes the clinical relationship with the
teacher, explains the purposes and sequences of clinical supervision,
and begins to .ielp the teacher take on new roles and functions in
the supervisory process. _

During the next two stages, planning occurs. In phase two, the
supervisor and teacher plan together a lesson, a series of lessons, or
a unit. In phase three, the supervisor, with participation from the
teacher, plans the objectives, process, and arrangements (including
technical aspects) for the observation and data collection. The focus
should be “the safe ground between trivial and overambitious
changes in the teacher’s behavior” (Cogan, 1973, p. 28).

Goldhammer (1969) indicates that these pre-observation activi-
ties serve primarily to provide a mental framework for the remain-
der of the supervisory sequence. They also help to reduce anxiety
which often occurs in response to in-class, observational supervisory
practices. .

Phase four involves observation of instruction and takes place
in the classroom. Data may be collected Ly notes recording classroom
events verbatim (Goldhammer, 1969), by organizing around cate-.
gories of pupil and teacher behavior (Mosher and Purpel, 1972), -
and/or by systematic observation using any combination of estab-
lished techniques (Cogan, 1973; Flanders, 1976).

In phase five, following the observation, the teacher and super-
visor amalyze the teaching-learning process. This analysis is designed
to make clinical supervision “less whimsical, less arbitrary, less
superficial” (Goldhammer, 1969, p. 64) than previous approaches.
Cogan (1973) indicates that this phase should deal with critical
incidents and pattern analysis. It ultimately makes data useable and
useful. ‘

Planning the strategy of the conference is the major task of
phase six. This may be handled by the supervisor alone or by the
supervisor and teacher working together. The physical setting should
be chosen to provide a convenient place and time to ensure privacy.
The supervisor prepares for the conference but doeés not preplan the
entire sequence of events. {

<6




THE DESIGN OF CLINICAL SUPERVISION 11

The conference occurs in phase seven. Usually participants are
the teacher and supervisor. It is at this point that the teacher and
supervisor try to understand what has taken place in the classroom.
The teacher begins to make decisions about his/her behavior and
students’ behaviors and learning. There is no prescription for the
clinical supervision conference because, by design, “the conference
defines itself in its context” (Cogan, 1973, p. 196).

When the teacher and supervisor decide on the kinds of changeg
sought in the teacher’s classroom behavior, they enter phase eight,
renewed planning. When they begin planning for further instruction
and changes to be made, the sequences of the cycle resume.

Emphasis throughout this cycle is on instructional improvement
through direct feedhack in areas that are of concern to the teacher.
The system does not centerson rating forms or on items that are of
interest primarily to the school, system, or supervisor.

E,'xpecteti Benefits

The purposes—and therefore the expected henefits—of clinical
supervision are improvement of instruction and development of the
teacher. Improvement of instruction, though not defined, deals with
‘the teacher’s classroom performance (Cogan, 1973). The desired
development of the individual yields “the professionally responsible
teacher who is analytical of his [or her] own performance, open to
help from others, and withal self-directing” (Cogan, 1973, p. 12).

In addition, the expected (though not openly stated) outcome
of the process as it was used in preservice preparation was induction
into the field of education and teacher certification.

Roles

The clinical supervision model prescribes rather than defines
roles. The distinction between role definition and role prescription
is important: role definition rests on a normative standard expressed
in terms of the central tendency of a reference population, while
role prescription involves a value statement regarding a desired
state or goal (Miller, 1978). Therefore, hecause the roles of the
teacher-and supervisor are prescriptive, they-reflect what the devel-
opers of clinicul supervision helieved should exist and do not neces-
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sarily describe any already existing norms. Indeed, the ambiguities
regarding tasks and personal qualities (F irth, 1976) and the super-
visov’s hierarchal rank over the teacher which are typical of most
supervisory approaches are nct part of clinical supervision,

In order to facilitate the processes of the cycle of clinical

supervision, the teacher and supervisor are required to take certain
roles; that is, to exhibit certain behaviors and characteristics. Some
of the componeats of the roles are shared by both; some are unique
to one or the other. :
Both the teacher and-the supervisor take part in conferencing,
analyzing, and data gathering. They must perform these tasks as
individuals but must share the results of their endeavors. Both are
decision makers. Cogan (1973) indicates that the teacher and super-
visor may “agree to disagree” or to try alternatives, but they must

_ have “shared understandings about the decision and its implemen-

tation” (p. 28).

While both the teacher and the supervisor are required to in--

struct, the content of the activities varies. The teacher plans for
Jessons in the classroom; the supervisor plans for conferences. The
teacher instructs students in the content of the curriculum; the super-
visor instructs the teacher in the content and cycle of clinical super-
vision. ' ‘

The activities and tasks of the teacher and supervisor are ac-
companied by descriptions of the interaction which should take place
and personal characteristics of the individuals involved. Both indi.
viduals-are, according to Cogan-{(1973), responsible for the “main-
tenance of agreeable and productive working relationships™ (p. 94).
Each is to give and receive support that is helpful and strengthening
personally and professionally.

Cogan (1973) indicated that the clinical supervisor needs to
be open, flexible, and careful in making judgments. Further, both

task-oriented and person-oriented behaviors are to be exhibited “in

an integrated fashion” (Cogan, 1973, p. 50).

* Because the demands made on teachers are similar lo the de-
mands made on supervisors, it seems reasonable to suggest these
characteristics are also required of the teacher. The fact that the

teacher puts the process into motion indicates that he/she must also .

have initiative.

18
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Summary

Clinical supervision is an in-:lass approach to instructional
supervision which has as its goals improvement of instruction and:
teacher development. it is based on' propositions which stress_teach-
ing as a behavior which is patterned and which can be controlled.
The teacher and supervisor relationship is viewed as one of mutu-
ality. The framework of values associated with the design inclvdes
respect for individual autonomy; espousal of self-initiated and self-
regulated inquiry, analysis, examination and evaluation; and belief
in the importance of human values. v

The model associated with clinical supervision is a process
model, the cycle of clinical supervision. The processes, which are
initiated by a teacher who requests aid, involve conferences, obser-
vation, and analysis.

The roles of the teacher and the supervisor are prescribed (as
opposed to defined) and include instructing, conferericing, analyzing,
and data gathering as activities. Both teacher and supervisor are to
be open, flexible individuals who are careful in making judgments.
Each is to contribute toward a productive working relatlonshlp that
benefits both.

The design of clinical supervision can be examined for ade-
quacy and effectiveness in two ways: through research and through
critical analysis.




Testing Clinical Su;);rvision:
A Review of Research

" Denham (1977) noted that the relationship between empirical re-.
search and clinical supervision is a potentially important one: “The
clinical supervision cycle . . . seems well suited to the kind of care-
ful study and analysis that can provide the now absent data base for
‘supervision as a discipline” (p. 35). At this point, however, the
research related to clinical supervision is sparse and that which does
exist reflects a lack of rigor often associated with a new field of
inquiry. . N

Limitations

There is no recos izable pattern of research on leadership in
the areas of instruction and supervision. Firth (1976) indicated that
much of the research which has taken place has been limited for
two major reasons. First, it has been based on the premise that what
is done in education corresponds to-what should be done. This is a
questionabls research basis since it reflects an a priori bias. As
Harris (1963) indicated, description may not lead to improvement.
Harris also pointed to a closely related problem when he differenti-
"ated between investigation of usefulness and evaluation of the effec-
tiveness of educational practices.

Attempting to build general theory- from “specific, isolated,
idiosyncritic studies” (Fitth, 1976, p. 331) was listed as a second
major flaw in educational leadership research. It is somewhat dis
couraging to note that the same problem was delineated by Harris
(1963) more than a decade earlier: “Exacting studies of supervision
programs as distinguished from specific activities or isolated super-
visory endeavors are almost nonexistent” (p. 131).

Research on in-class supervision as a specific area is even more

14
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TESTING CLINICAL SUPERVISION 15

- inadequate. Most of the work wkich has been done has been con-
ducted by doctoral students for dissertations: there appears nowhere
an ongoing line of research.

Findings

In order to use the findings of a small number of studies to test
the tenets and contents of clinical supervision, this research review
has the same organization as the exposition of the design of clinical
supervision. It will report work that has been dome.regarding the
propositions and values, the processes, the expected beneéfits, and the
“roles and relationships of the teacher and supervisor. Related re-
search as well as research designed on"clinical supervision w1ll be
included.

t
r

Propositiors ar d Values

- Several studies, though not specifically based on clinical super-
vision, support some of the basic tenets of clinical supervision.

Edgar (1972) reports an empirical study in which the autonomy
attitudes of new teachers changed significantly (p < .025) more

_toward the attitude of the evaluators in situations where there was
high affect between the new teacher and the evaluator than in situa-
tions where there was low affect. In Parsons’ (1972) survey of 556
teachers in west central Ontario, respondents identified closeness of
the supervisor to the teacher as a major factor in effectiveness.

The conference setting was the focus of studies by Lanning.
(1971) and Gordon (1976). Lanning (1971) examined the relation-
ship between group and individual counseling supervision and three
interrelated dependent measures: trainee perceptions of the super-
visory relationship, trainee expectations of their own counseling
relaticnships, and client perceptions of the trainee’s counseling rela-
tionships. The results yielded little evidence that the methods were
significantly different. They did indicate that more than half the
variance in how a trainee expected:to be perceived by clients was
accounted for by knowing how he/she percelved his/her supervisor.

In a study by Gordon (1976), teachers in western New York
und south central Alabama responded to two categories in a ques-
tionnaire: (1) the purpose of the onego one conference and (2) the
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single behavior the teacher felt was most evidenced by the super-
visor. Answers were categorized into one of five predetermined cate-
gories: listening, diagnosing, advising and informing, sapportmg,
and information gathering. Results indicated that teachers perceive
supervisors as being most effective when they are being supportive.
Herrick (1977) examined positive and negative aspects of the
supervisory experience for supervisees. One of her conclugions has
implications ¢ >r clinical supervision: the supervisee’s initil:ﬁ anxiety
about evaluation diminishes as he/she finds that supervision meets
needs for professional growth and has value for work with others.
Perception of superviser behavior style and teacher morale was
the focus of a study by Blumberg and Weber (1968) in which 210
inservice -eachers described their- supervisors’ behavior using an
adaptation of Flanders’ categories and an incomplete morale test

-used by Suehr. Analysis of " ariance indicated that differences in

perceived supervisor behavior style were related to miorale scores in
a statistically significani manner.

General research, thei, indicates that the superv1sor who is close
and supportive is favored by teachers. Further, the way the super-
visor is perceived affects the teacher’s morale and the way the teacher
expects to be perceived. These findings are compatible with the in-
class and colleagueship components of clinical supervision.

In rescarch which dealt specifically with clinical supervision,
Eaker (1972) surveyed perceptions of clinical supervision by differ-
ent educators. Respondents varied in professional position and
experience (some had three years or less, others had more than three
years). The sample included teachers and administrators in the
scven largest school systems in Tennessee. Results led to the follow-
ing conclusions:

1. Most teachers and administrators agreed with the basic as-
sumptions of clinical supervision.

2. Although the teachers tended to agree with the procedure of
clinical supervision, they agreed more strongly with the assumptions
than with the specific procedures.

3. No firm conclusions could be drawn as to how teachers felt
about being trained in observational techniques for the purpose of
analyzing each other’s teaching.

2
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4. Administrators tended to agree more strongly with the as-
sumptions and procedures of clinical supervision than did teachers.

5. There was insufficient evidence to conclude that there exists
significant differences in views of teachers with three years’ or less
experience and those with more than three years’ experience (p.

3998-A).

Arbucci (1978) used qualitative and quantitative analysis to _
study the relationship between the implementation of clinical super-
vision and the attitudes of teachers toward instructional supervision.
Results showed that while there was a significant difference between
control and experimental groups in amount of supervision, no sig-
nificant difference was found. in attitude scores.

[ 4

Processes

The cycle of clinical supervision was the focus of one study.

" Turner (1976) used a case study approach in which she, in the role

of supervisor, used the Goldhammer model with three elementary
teachers in a variety of teaching-learning situations. The study con-
firmed the five stages (pre-observation conference, observation,
analysis and strategy, supervision conference, post-conference analy-
sis) as well as several problems described by Goldhammer (such as
inaccuracy in supervisor’s records) and supported Goldhammer’s
emphasis on rapport as an essential ingredient m the supervisory
relationship. The case study was found fo be a viable method for
studying the supervisicn process.

Mershon (1972) focused upon the need to define more clearly
analysis as used in clinical supervision processes. Using transcrip-
tion of interviews held with 27 graduate students and four faculty
members about analysis of teacher and student behavior, he derived
14 analytic subskills. Mershon emphasized that the array of sub-
skills could be used to develop awareness and overcome deficiencies
caused by insufficient data or inappropriate references. He stated
also that “the quality and characteristics of each person’s analytic
process are unique” (p. 6793-A).

Expected Benefits

By design, clinical supetvision i:. supposed to change the per-
formance of teachers in the classroom. A related study which used
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in-class data collection and four studies dealing with clinical super-
vision all report changes in teacher behavior in directions specified
as desirable.

James (1971) conducted a study with student teachers whlch
concluded that

traditional supervision supplemented by opportunities for self-confronta-
tion and self-evaluation via videotaped feedback of a student teacher’s own
classroom teaching hehavior facilitated the development of the desired induc-
tive-indirect teaching strategy to a highr »» degree than did traditional super-

vision alone or traditigmal supervision supplementcd by viewing experienced
- teachers using the desn& technique (p. 337).

Ir a study which examined the clinical supervisor as a resource
to college teachers of English, Garman (1971} reported that four
of five teaching assistants who received clinical supervxslon as well
as a 12-week teaching seminar were able to design changés in their
instruction. Of five teaching assistants exposed to only the teaching
seminar, only one was able to make similar changes in instruction.

In B. J. Kerr's (1976) research, the desired instructional -

change was increased individualization. The study investigated the
use of feedback data within a clinical supervisory model to facilitate
the selection, implementation, and evaluation of individualized in-
structional processes by four elementary school teachers. The analy-
sis of the data showed that the use of feedback data and teacher-
and-student completed instruments helped the 'teachers to evaluate
- instructional processes and to select elements and instructional strate-
~gies for further individualization. Three of the four teachers, in
response to assessment instruments designed to evaluate whether a
degree of individualization was achieved in reading programs, re-
ferred not only to d(h]evements in individualization but also to
future goals. .

Skrak (1973) attempted to determine whether the use of im-
mediate secondary reinforcement during’ classroom observations
would effect a behavioral change which was greater than the bhehav-
ioral change effected by clinical supervisory practices which do not
employ immediale secondary rcinforcement. Three intern teachers
and two experienced teachers were involved in the two phase project.
For two of the three intern teachers and both of the experienced
teachers successful results were achieved utilizing the secondary rein-
forcers. Skrak’s conclusions were cautiou: however:
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. The use of immediate secandary reinforcement during tefthing observa-
tions in clinical supervision is a valuable tool'which cansbe employed to assist
teachers in their development of desirable behavior patterns. However, the
use of immediate secondary reinforcement during observations does not gua:-
antee a grezter degree of behavioral change than do clinical supervisory pro-

cedures which do not employ such immediate feedback. Much depends upon -

_the personality of the teacher, his philosophy of human behavior, his ability
to perceive the cues which his teaching environment provide him, and the

manner in which he and his supervisor relate (p. 1140-A).

Krajewski (1976) divided a sample of 41 MAT interns into an
experimental group of 20 and a control group of 21. All received
regular supervision visits from the university supervisor. The experi-
mental group also received -five clinical supervisory visits during
which their teaching.was subjected to video analysis and Flanders’
Interaction Analysis. The experimental group, as indicated by analy-
sis of variance, became more indirect (as was desired) in their
approach, talked less, praised more, and used student ideas more. The
inverse variation between teacher talk and student talk indicated
that students initiated more-participation and interaction in the class-
room. Composite results of the study led to the conclusion that the
MAT experimental group eshibited better teaching and more accu-
rate post self-perception evaluation of their teaching than did the
control group. Krajewski' proceeded to develop a teacher guided
self-improvement model based on his findings.

Teacher development, another expected benefit of clinical super-
visioh, was one of the main foci of a study by Shuma (1973). The
purpose was to investigate clinical supervision which emphasizes
the establishment of a helping relationship (based on congruence,

TESTING CLINICAL SUPERVISION 19°.

unconditional positive regard, and empathic understanding) and the -

use of the conference format of 12 sequential steps developed by
John L. Morgan and David W. Champagne of the University of
Pittsburgh and to explore its effects upon: (1) change in student per-
ception of the class and of the teacher-student relationship and (2)
teacher growth whereby teachers come to sec themselves differently
and become more confident and self-directing.

The findings indicated there was a statistically significant change
in studert perception (1) of the class with regard to the teacher’s
organization of tasks, the proximity of the pupils’ objectives to the
teacher’s objectives, the teacher’s inclfisive behavior, the teacher’s
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0

procedures for evaluating learning, the teacher’s response to pupils’
communicative behavior, the pupils’ productive behavior and (2)
of the teacher-student relationship after clinical supervision which

' had "emphasized the establishment and maintenance of a helping

relationchip ‘and the Morgan-Champagne Supervisory Conference
format. There was no statistically significant change in the perception
of the class and of the teacher-student relationship when there had

-been no supervision which emphasized the aforementioned confer-

ence and relationship behaviors. Further, the use of clinical super-
vision and the Morgan-Champagne Supervisory Conference resulted

in teacher’ growth whereby the teacher became more confident and
self-directing.

Teacher and Supervisor: Roles and Relationships

Of the studies rewewed which dealt with the teacher and super-
visor, two dealt with the superv1sox ’s role and four dealt with the
teacher-supervisor relationship. "

The supervisor’s role. Pierce (1975) studled the relatlonshlps
‘between the superV1sor s verbal behavior (pedagogical moves) with
teachers d ‘ving the supervisory conference, and aspects of the super-
visor’s managerial traits, motivational needs, and personality. Cor- -
relations on data from coded audiotapes and responses to Ghiselli’s
Self-Inventory of Managerial Talent by 28 supervisors indicated
that pedagogical moves nf structuring and reacting were significantly
(p £ .01) and positively correlated to supervisors’ decisivenéss.
Responding moves were significantly”(p < .05) and negatively cor-
related with self-assurance.

In a study which was descriptive and heuristic, Cook (1976)
examined; the questions of whether supervisors showed changes in
perception and behavior during their training -with particular regard
to the variables of genuineness, empathy, and respect and whether
there were trends or patterus in the changes. Case studies were based

© on quantitative analysis of attitudes and behavior as indicated on
‘the Barrett-Lennard Relationship Inventory and the Blumberg Sys-

tem for Analyzing Supervisor-Teacher Interaction and qualitative
data based ou class meetings, papers submitted for the supervision
course, and interviews. Five of the six supervisors studied gave evi-
dence of imcreasingly accurate perceptions of classroom events. In
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‘most cases, behavior was related to perception. Genuine acceptance
- of the complex supervisory role and other-ce,nteredness were inter-
related. ‘Cook characterized changes as ‘‘going beyo'ld academic
Jearning or skill acquisition” and involvir.; changes in self- concept
within the p*ofessxonal role. ‘

Teacher-supermsor relationsh.p. In a phenomenologxcal study '
of the supervisory experience in general, Squires (1978) reported a
number of positive aspects of the supervisor-supervisee relationship.
He specifically noted that as the supervisee becomes more autono-
mous, the relationship comes to resemble that of colleagues. -

_ Zonca (1972) explored effects on an intern teacher of openness
(ircluding traits of disclosure, directness, and honesty) in a clinical
supervisory relationship. Participants were one -Spanish intern

teacher and one master teacher. From the findings, the- writer con.

cluded: that the condition of openness contiibuted, in part, to the

intern teacher’s overall development. It had positive effects on her
attitude, ability to analyze classroom teaching behaviors, openness

with the master teacher, and ability to progress toward self-super-

vision. The only area where the conditior_of openness-did-not-seem— —

a positive effect was in the ability of the intern teacher to analyze L
changes in her classroom teaching behaviors. '

In another study which included the teacher-supervisor relacon-
ship in -clinical supervision, T. G. Kerr (1976) gathered empirical
data to meusare the relationship among teacher attitudes toward
components and assumptions of clinical supervision, teacher levels
of open-mindedness, and change in a classroomn teaching pattern
among teachers whg have experienced the clinical supervision proc-
ess. Results mfp(ﬁau that the more open-minded the teacher the
greater the willingness to engage in direct two-way communication
with the supervisor. Findings also indicated that teachers were able
to move from direct to more indirect teaching patterns of high or
low dogmatism scores. Recommendations included educating both
teachers and.supervisors in the clinical supervision process while
making supervisors more aware of those qualities teachers find most
valuable in a teacher-supervisor 1 *lationship. ’

Reavis (1977) investigated possible differences in verbal ex-
changes between supervisors and teachers when traditional super-
vision and clinical supervision were contrasted. Clinical supervision
was hypothesized to create a more democratic rclationship as re.
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vealed by verbal interaction. Seven -supervisors each worked with
one teacher in clinical and one teacher in a traditional method. Tapes
of conferences were made and coded by trained observers. Univari-

ate analysis of variance revealed a significant.difference between the.

treatment groups in two (*‘supervisor accepts or uses teacher’s ideas”

and “supervxsor asks for teacher’s opinions™) of 15 categories
assesseG. Reavis (1978) in discussing these results stated that the
verbal exchanges are significantly different, favoring clinical super-
vision in two dimensions, and “these may be highly significant in
promoting teacher motivation for classroom behavior change” (p.

584).

\

Summary o

Taken together, these studxes yield some findings in support of
the clinical supervision model. There is evidence which points to
validation of the model (Turner, 1976) and indications that the
model’s tenets and processes are compatible with the desires of

* teachers and EamAi_rl'i”srtratdvré_('Eéiker,v'1972)7

In the clinical supervxsmn selting, changes in the teacher’s class-

room behavior occurred in directions designated as ‘“desirable” -

(Garman, 1971; Skrak, 1973; B. J. Kerr, 1976; Krajewski, 1976).
There ‘'was evidence of teacher growth in self-confidence and self-
direction (Shuma, 1973).

Examination of the teacher’s and supervisor’s roles has shown
that the supervisor’s role involves self-concept as well as cognitive
learning (Cook, 1976) and that open-mindedness on the part of the
teacher is needed (T. G, Kerr, 1976). Within the supervxsor-teacher
relationship, which Reavis (1977) found to be more democratic in
clinical supervision than in other supervisory approaches, rapport
(Turner, 1976) and openness (Zonca, 1972) have been revealed as
important characteristics. Shuma (1973) demonstrated that the
nature of the teacher-supervisor relationship affected the teacher-
student relationship.

Needs -

While findings 7nd indications can be summarized, no general
conclusions can be drawn from the available research: the amount
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and quahty of research is insufficient to support generahzatlons con-
cerning the model.

In order to overcome the methodological inadequacies of cur-
rent work, future studies should have better sampling techniques.
Most of the cited studies which are specific to clinical supervision
have very small samples and therefore have limited generalizability
although they do provide suggestions for potentially fruitful research
directions. Further, most of the samples, though not labeled as such, "
appear to be samples of convenience, often mcludmg the investigator
as both subject and observer.

Future investigations must also overcome problems in design
which characterize much of the available work. Specifically, atténtion
should focus on eliminating flaws caused by lack of care in ensuring

- that (1) clinical procedures were followed and (2) participants

were unaware of expected results (Reavis, 1978). Care should be
given to ensure proper treatment of control groups when clinical
supervision is applied to the experimental group: whether there
should be no supervision or whether traditional supervision should
be used is a question that affects the interpretation of r2sults. Further,

‘because of-the possibility of the Hawthorne effect being aﬂsompted

wiih some of the data-gathering devices used in clinical supervision
(Reavis, 1978), any differences in results must be interpreted care-

fully.
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of Clinical Supervision:

An Analysis

Exposition of the clinical supervision model and scrutiny of research
lead to an'analysis of stréngths -and weaknesses based upon the
literature and research as it exists at this point in time. The purpose
of such analysis is not to advocate or reject clinical supervision but
rather to look at its utility and efficacy. This éexamination' of clinical
supervision is arranged around the following questions which appear
cogent and which force considerations from several perspectives:

What are the adequacws and inadequacies within the design
of the clinical supervision model?

To what extent is the model applicable to schools as they exist?
_ To what extent can it be and has it been varied and adapted? :

What is the relationship between clinical supervision and
planned change?

How does the practice of clinical supervmon compare with
prognostications?

o What are the adequacles and madequaczes within the design
of the clinical supervision model?

The values and propositions upon which clinical supervision is
based resonaté well with democratic ideals. The notion of participa-
tion by both parties involved—the supervisor and the teacher—and
the idea of mutuality in the colleague relationship fit comfortably
with the rights and responsibilities of citizenship. They also display
a kind of integrity and respect which contrast favorably with Com-
mager’s (1975) assessment that “much of public education today is
a massive demonstration in hypocrisy” (p. 11).

24
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~ Further, the ‘intents and purposes appear to respond to some
expressed supervisory needs. Bluniberg (1974) specified that in or-
der to turn the, supervision process into a productive venture three
conditions are requisite: (1) the teacher must desire aid, (2) the
_ supervisor must have or be able to locate resources required, and
(3) the. interpersonal relationships must enable the teacher and
supervisor “ta give and receive in a mutually satisfactory way” (p.
10). By design, clinical supervision deals viith two of these three
conditions. It focuses on those problems with which teachers want
help and includes a teacher-supervisor relationskip which is collegial.

The initiation of the model is, at first glarce, clear: the teacher
requests aid. This clarity must not be mistaken for adequacy. Teach-
ers vary widely in personal and professional styles. Not all teachers
are cognizant of their instructional needs; nor are all teachers wxlhng
and able to ask for support. The heart of clinical supervision is its
process and accompanying roles, but how is the cycle to.begin if a
teacher wants aid but does not request it? Further, how is the super- .
visor to handle situations in which the teacher neither wants nor asks
for supervisory support? The specificity of the step in which the
processes are initiated gives the model internal consistency, but it
does not ensure that supervisory support will be given in cases where
need is either unrecognized or not publicly admitted. . '

Like the initiating step, the cycle of clinical supervision is spe-
cific. It has a clearly delineated sequence of phases which provide for
interaction between teacher and supervisor and which emphasize the
classroom setting, The cycle appears to include crucial content. Blum-
" berg (1974) reports that both teachers and supervisors find their
interpersonal transactions with each other to be the cause of most
problems in supervision. Certainly, the phases of the cycle deal
overtly with these transactions and provide a structure for specifying
and accomplishing tasks.

Close examination reveals difficulties with the progressio. of
phases. Though developers say that the phases which are presented
as linear may be interrelated, the nature of any order or rclationship
other than the linear sequence is not included in the model.

" Further, though the general content of the cycle is outlined, the
content . of specific individual phases is not always clear. Ryan
(1971) points out, for exanple, that the processes do not include
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descriptions of the human relations and counseling techniques used
by effective supervisors. .

The scope of the clinical supervision processes is attacked by
Harris (1976) who states that the model may not provide for use of
available procedural alternatives. Specifically, modeling, skill build-
ing, and group experiences may be excluded. It appears that Harris
(1976) encourages. explicit addition to the model although such ex-
periences are not excluded from the model as it has beén articulated.

In contrast to'the specificity of other components of clinical
supervision, the expected benefits are_ambiguous.” While there are
- general indications of the meaning of teacher development (the
teacher becomes self- analytlc, self-directing, and open to help), the
term improvement of instruction remains undefined.

The boundaries of instructionai improvement are clear: the -
model has goals in only one major area of the teacher’s responsibil-
ity: teaching. It does not involve school functions (hall duty), organ-
izational duties (calling roll), or employee duties (arriving on time)
(Moore and Mattaliano, 1970).

" Within these boundaries, however, there remains a lack of clar-
'ity.-Cogan (1973) uses the terms “teacher’s classroom performance”
and “teacher’s classroom instruction” interchangeably (p. 9). Ser-
giovanni and Starratt (1979) point out that this is not unreasonable:
“Practically speaking, if we are interested in improving classroom
instruction, we must start with the teacher” (p. 287). Cogan (1973)
indicates that instructional improvement. is not limited to one style
of ‘teaching: he says that “good teaching may take manifold forms”
(p. 55). Yet, there is no specification of what “good teaching” is or
what happens as instructional improvement starts with the teacher.

Though clinical supervision should not be confused with teacher
effectiveness (Flanders, 1976), resolution of questions regarding
validation of improvement of instruction in terms of student change
needs to be cousidered as an outcome. However, the issue is one for
debate. Goldhamimer (1969) sees validation in terms of student
change as a way of viewing the teacher as only an “intervening var-
iable” (p. 364), while Denham (1977) views it as an important
outcome which needs to be clearly related to the supervision process.
The issue should be considered for it is at thc heart of the evaluation
process.
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The lack oi a specific definition of instructional improvement is
an inadequacy in the model which currently makes the clinical super-

«

vision process only as respon51ble and eflective as the teacher and °

supervisor whose duty it becomes to supply definitions. M~king i. -
structional improvement a clear and precise term will be no vasy task.

There is now evidence that teacher behaviors which are inap-
propriate and undesirable in one setting are effective—even appro-
priate and desirable—in another (Medley, 1977). Perhaps improve-
ment of instruction can be approached through role prescriptions for
students. Prescription of roles provides a wider range of potential
criterion hehaviors than does a simplistic product model which
emphasizes only specific narrow, skills. If student role prescriptions
were established, then improvement of instruction could be defined
in terms of teacher behaviors which encouraged assuming those roles.
This would allow the specific behaviors of teachers to vary according
to setting and populatlon

Importantly, any definition of improvement of instruction in the
clinical supervision model will have to emphasize process rather than
product. That is, it will have to deal with the magnitude and direc-
tion of change (Miller, 1979) rather than with the establishment of
absolute criterion by which to determine whether a product canie to
exist.

Another ambiguity associated with outcomes is the failure of
the model to distinguish- between expectations for preseyvice and in-
service teachers. Yet, induction into the profession is ({‘nte lifferent
from on-the-joh improvement of one in the profession. The ends are
so different.that one wonders whether the means ought to be different.

The prescribed roles accompanying the clinical supervision
model alleviate many of the problems with role descriptions that
frequent the literature. For example, in comparison to the circular
definition offered by Harris (1975) that a supervisor is ‘“‘a profes-
sional person whose major respon-ibilities are in the supervisor
function area” (p. 100), the clinical model offers a clearer delinea-
tion of roles.

A more clearly specified role with accompanying tasks can re-
duce the tendency of supervisors to perform functions with which
they feel comfortable though many of these are mundane or unre-
lated to improvement of instruction (Huffman, 1973). 1t also helps
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tu'n the trend from use of role-titles for enhancing imagery to per-
formance identity (Eye, 1975a). S

In contrast to other supervisory techmques in which the only
. visible vulnerability is that of the teacher, clinical supervision brings
open for scrutiny potential errors in the supervisor’s perception and
antalysis. In thus creating. mutual vulnerability, it gives both the
teacher and the supervisor rights and responsibilities in a manner
which, in effect, sets up a system of checks and balances. It does not,
however, provide for external supervision of the supervisor.

The collegial relatinnship provides a new role for teachers. In
addition to allowing them to be participatory and making vulner-
ability shareable, it requires them to make professional judgments. -
It allows them the academi¢ freedom to make decisions regarding
the.r classroom instruction and thereby eliminates an area of poten-
tial confliet between teacher and supervisor (Munnelly, 1970).

Clinical supervision demands much of the teacher. Though the
cycle allows for strategies to fail without individuals failing (Goens
and Laage, 1976), it is important to note that the personal, indi-
vidualized, intense approach of clinical supervision makes high de-
mands in the areas of motivation, intelligence, and emotional stabil-
ity (Harris, 1976). These demands may point to the need for greater
diversity in the ways in which the teacher participates in the clinical
supervision process.

Though roles in the clinical supervision 1odel are compara-
tively well delineated, the relationship between roles is not clearly
specified. The roles of supervisor and supervisee fit the definition
assigned to complementary .roles: “a role is complementary to an-
other when the function prescribed by the first must be stated in terms '
of the second and vice versa” (Miller, 1978).

Miller explains that there are several kinds and forms of role
conflict:

(1) Intra-role conflict has two forms arising from different role expecta-
tions emanating from two or more complementary groups, (a) within one
complementary group, and (b) between complementary groups. (2) Inter-role
conflict occurs when erpectations differ between two roles held simultaneously
by one individual. (3) Personality-role conflict sccurs when the individual's
personality does not fit with role expectations (pp. 4-5).

Resolution of conflict must be approached as a function of the
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type represented (Miller, 1978). Intra-role conflict is * resolved
through mediation and the redevelopment of a social consensus. In-

ter-role conflict may be resolved by the individual vacating one role

or moving role functions apart in time and/or space. Personality
role conflict i usually resolved by the md1v1dual denymg the role to
one’s self. ,
The avenues for specific resolution of any of the kinds of con-
flict which appear inevitable in relationships involving complemen- .
tary roles are not contained in the clinical supervision model.
Specifications of skills as well as methods of conflict resolution

“are needed. Krajewski (1977) indicates that skills needed in the

supervisory process by supervisors and teachers fall into three cate-
gories: technical, human relations, and conceptual (knowledge): The
clinical supervision model touches on some of the basic requirements
in the areas of technical skills and human ‘relations in its cycle of
clinical supervision Aar,ld prescription of roles. It does not clearly

“specify skills in any area, and it totally excludes from consideration

the cognition needed. There appears to be an assumption of super-
visor competence wnd teacher ability. Prerequisite skills and skills
to be acquired need to be identified in order to clarify the model.

A general inadequacy of the model, which may in turn cause
sorae of the other inadéquacies, is the lack of any specified limita-
tions as to the population for which the model is intended. At the
present time, clinical supervision seems to be presented as a global
approach for use with all teachers everywhere.

In summary, the clinical supervision model contains both ade-
quacies and inadequacies. It is a himane approach which appeals to
the values of many. Presentation of the design of clinical supervision
—especially the cycle and roles—is clear in its general outline.

The surface clarity and specificity of the design, in many in-
stances, does not withstand close scrutiny. Content of phases within
the cycle and ways of resolving role conflict need specification. In the
] ‘ocess initiation, the model is too simplistic as it fails to allow for
the heterogeneity of teachers. The relationships among phases within
the cycle are not described. The intended benefits lack definition.
Overall, the model seems to lack clarification of content and sprcifi-
cation of limitations.
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¢ To what extent is the model presently and potentially- applzc-
able to schools as they exist?

The clinical supervxslon model, w1th its adequacles and inade-
quacies, presents one view of what should exist in instructional super-
vision. An important consideration is how this view, this ideal, relates
to schools as they are. Wilhelms (Foreword to Cogan, 1973, p. ix)
states that “there is a ring of reality to clinical supervision” and that
“schools are dealt with as they are.” Yet, the reality is that clinical
supervision has not been widely used‘in schools or does it appear to
completely fit into the current schemes. of operation.

Krey, Netzer, and Eye (1977) indicate that clinical supervision’

“one technique within the total scope of supervision rather than a
- complete approach to the supervisory function” (p. 16). It deals only
with in-class supervision as a complement of out-of-class supervision
(Logan, 1973). It tangentially deals with some out-of-class issues.
There is, for éxample, a relationship between curriculum develop-
ment and clinical supervision because teachers get involved in what
they teach. (Mosher and Purpel, 1972). Other areas, such as the
actual writing of curriculum, development of procedures for report-
ing to parents, and total program evaluation, are totally excluded
(Cogan, 1973). If clinical supervision is to be useful in schools, the
out-of-class duties traditionally associated with supervision must be
dealt with in ways,compatihle with the design of clinical supervision.
Some of the requirements and limitations of clinical supetvision
give the model clarity and consistency but do not mesh well with the
current situation in the educational world. The exclusion of evalua-
tion and .the elimination of administrators as supervisors are two.
apparently interrelated specifications which limit the utility of the
clinical §upervision model in schools. :
Some see as healthy the clinical supervision approach which, in
distinction to general supervision, separates evaluation and analyses
of instruction (Goens and Lange, 1976; Sergiovanni, 1977). On the
other hand, it seems impractical to leave unaddressed the question of
evaluation, which is indeed a pressing one in a society increasingly
interested in ‘““getting its money’s worth” and productivity.
This impracticality does not have to render the entire design .
inapplicable to schools. It is plausible that the conflict over evalua-
tion and the strong stand by clinical supervision proponents are

36




STRENGTHS AND WEAKNESSES OF CLINICAL SUPERVISION 31 |

rooted in history and semantics. Ryan (1971) points out that ori-
ginally ‘supervision had two purposes: aid and evaluation. Evalua-
tion was, as the history of supervision indicates, primarily an in-
spectional task which took high priority and which could hardly be
deemed a helping function.

This historical emphasis on mapectlon is complemented by the
connotation of evaluation which brings to mind ratings, employment,
and tenure. These meanings, which stress a finality of judgment—
which are, in essence, summative—are obviously inconsistent with
- the purposes and design of clinical supervision, ‘

However, the denotation of the word alters the situation. To
paraphrase Bloom, Hastings, and Madaus (1971), evaluation is the
systematic collection of evidence to determine whether in fact changes
are taking place in persons as well as to determine the amount” or
degree of change in individuals. The denotation allows evaluation to
be formative, for it to emphasize “gngoing growth and development”
(Sergiovanni and Starratt, 1979, p. 286).

Formative evaluation is consistent with the design of the clinical
supervision as a process model and with certain demands for account-
ability. Sergiovanni and Starratt (1979) indicate that teachers are
held accountable in a professional sense by formative evaluation. He
distinguishes between professional and occupational accountability:

Professional accountability is growth-oriented and implies a commitment

to consis 1t improvement. Occupational accountability is.not growth-oriented
at all, but erely seeks to meet some predetermined standard- (p. 287).

If analysis is stressed as a major component of clinical super-
vision, then both the historical and semantic bases for separation of
evaluation can be responded tu without destroying the integrity of
the design of clinical supervision. One can an. Jdyze and aid. One can
use the material gathered through analysis to determine changes—
that 1s, to provide forriative evaluation—without being an arbitrary
rater. ‘

Further, the inclusion of evaluation as part of the clinical super-
vision model has the potential for changing the environment asso- -
ciated with evaluation from one of “suspicion, fear, an1 mistrust” to

““problem-solving atmospl ere” (Goens and Lange, 1976, p. 20).

Without the ir:-lusion of evaluation, the clinical supervision

design has a range so narrow that it does not respon®in realistic
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ways to the demands made on schools. The inclusion of evaluation
seems feasible from a philosophical viewpoint and attractive from a
practical viewpoint. . : '

'The exclusion of evaluation in the current design appears re-
lated to the requirement that administrators, particularly principals,
not serve ‘as clinical supervisors. Cogan (1974) indicates that'ad-
ministrators have a part in the supervisory program: they:can sup-
port, show enthusiasm, interpret, schedule, and coordinate. They are
.not to engage in supervision as such.

Cogan’s separation initially makes sense in terms of the con-
- notation- of evaluation. If a principal is geing to rate a teacher, the
teacher wants to display and emphasize strengths rather than needs;
yet the supervisor must deal with needs. It is interesting.to note, how-
ever, that in a survey in western New York state, 56 percent of a
sample of teachers felt that a building principal should spend 35
percent of the time in supervision (Heichberger.and Young, 1975).

It may be that the definition rather.than the separation of duties
is of prime importance. Clinical supervision might have high utility
if modified so that those employed as principals could assume the
role of clinical supervisor. K

In order for there to be consistency with the philosophy and
model of clinical supervision, the status differentials which exist in
other relationships between principal and teacher would have to be
set aside. While the principal and teacher might not be equals in
many settings, in the exchange regarding the teacher’s classroom '
performance and throughout the cycle of clinical supervision, the
contribution of each must he equally important.

Given this perspective, it seems that colleagueship would, in
general, be no more difficult to achieve between a principal serving
as clinical supervisor and a teacher than hetween another clinical
supervisor and the teacher. The ideal of colleagueship as presented
in the design of clinical supervision is not easily reached under any
working circumstances. Indeed, there is dlsagxeement as to whether -
it can be achieved at all. '

Osborne and Hurlburt (1971) attack the idea of exchange and
equality. They assert that, despite efforts of authors to view the rela-
tionship as one of equals, a status differential still exists. McGee and
Eaker (1977) pointed out that the collegial model is realistic and
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promising because of four current trends. The increased use-of team
teaching, the increased popularity of clinical approaches to super-
vision, the general upgrading in training of all teachers, and the
growing stability of teaching staffs are all cited as factors contribut.
ing to the collegial relationship. One is, in effect, 1:ft in a quandary
as to whether collegiality can and does, in reality, exist.

Allowing existing ‘administrators to function as clinical super--
visors would help alleviate the costs associated with clinical super-
vision. These costs are high. Training of clinical supervisors is ex- .
pensive. Further, because cllmcal supervision demands~more time,
energy, and skill than is usually requ1red of a supervisor (Ryan,
1971) fewer teachers can be served in a given period than when
traditional supervisory methods are used. If new personnel have to
be hired to serve as supervisors, the costs of nsing chmcal Supervision
become prohibitive for most schools and systems.

One population for which the clinical supervision model appears
to have the potential for positive impact in the current school settings -
is tenured, experienced teachers. Traditional supervisory programs

are often/ inappropriate for experienced leachers who need “some-
' thmg mqre imaginative, more forceful, more remprocal ard involv-
- ing, perhaps a little less embarrassing and humiliating” (Coldstem,
1972, p. 393). Goldstein suggests that a goal-oriented approach is
needed.| Clinical supervision is goal-oriented in that teacher and
supervisor specify targets and purposes which guide the observation
and anplysis during the cycle. It is involving and avoids embarrgss-
ment ahd humiliation. That the approach can be adapted for expéri-
enced teachers is demonstrated in a presentation of clinical super- .
vision [for inservice teachers (Cogan, 1976).
hus, it appears that clinical supervision has great potential to
be useful in the schools, but in its current state it is nof readily
appligable primarily because of its costs in time, money, and per-
sonnel; its exclusion of evaluation; and its separation of administra-
tion and supervision. If the model can be modified to meet these
realities without sacrificing its own internal consistency, then clinical

supervision may be of high utility to the practitioner.

o To what extent can it be and has it been varied and adapted?

Careful analysis demands a search for and presentation of
variations and adaptations of clinical supervision in addition to ex-
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. amination of the original design. Development of theory assoviated

with the clinical supervision design was explored by Sergiovanni
(1976). Sergiovanni’s theory includes “the concept of surfacing
dilemmas between teacher intents and their corresponding antecedent
assumptlons and beliefs, and teacher intents, assumptions, and be- .
liefs that are inferred from the teacher’s behavior and artlfacts gen-
erated by that behavior” (pp. 22-23).

Other variations deal with the implementation of the clinical
supervision model. Simon (1977) described employing a frequentlys
used analysis technique to a very particular aspect of teaching. He
advocated the use of videotaped sequences to help teachers look at
beliefs versus practices as a technique in clinical supervision.

' In a more éomprehensive suggestion, Riechard (1976) used the
basic concepts of clinical supervision to develop a model for trammg
resident clinical supervisors. Rieci.:rd asserted that the model is
way to facilitate meeting demands of competency-based teacher cer-
tification programs. :

Another in-school plan utlhzf:s team teaching situations to de-

~ velop a model of clinical superviSion based on team planning and

teaching and peer observation and analysis (McGee and Eaker,
1977). This approach is advocated as one that leads to collegiality
and self-sufficiency and reduces anxiety over supervisory observa-
tions. Whether this model could operate as proposed should be ex:
amined carefully. Marcotte (1972) cited results of the Triple T
Project at the University of Washington which indicated that super-
visory responsibilities were not compatible with teaching demands.
Developers of the empathetic rational action (ERA) training

‘model describe the ERA process as “a variant and refinement of

prior process models for clinical supervision” (Graves and Croft,
1976, p. 79). The system emphasized empathetlc ‘ational action by
including empathy as a characteristic of all actions of the supervmor '
and by using a team relationship between teacher ayd supervisor
which is empathetic and rational and which facilitates lines of com-
munication, reduces anxieties, and promotes negotiation and accept-
ance of each other’s values.

Application of the concept of management by objectives to clini-
cal supervision was the focus of an article by Burke (1977). Burke
presented four basic kinds of objectives (student process, student
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terminal, teacher process, and teacher terminal) and emphasized
teacher instructional behavior as a teacher-process behavior. He spe-
cifically discussed the involvement of mutval participants in- setting
four categories. of objectives: routine objectives, emergency objec-
tives, creative objectives, and personal growth objectives. He advo-
cated management by objectives as a method of improving clinical
supervision. g ')' o

Cogan (1964) described the potential for clinical supervision.
by groups and its experimental use in the Harvard summer program.
He emphasized that supervising by groups increases efficiency be-

. cause spec:alists work in concert. It also reduces the effects of indi-
vidual bias. Further, the persuasive power of ‘the group i§ greater .
, than that of an individual. Professional .advantages of clinical super-
wision by groups include encouragement of specialization and im-
aroved distribution of sypervisory labor.

Melnik and Sheehan (1976) reported the implementation of
the clinical supervision model through the establishment of theé Cliric
to Improve University Teaching at:the School of Education of the
University of Massachusetts. The clinic used trained outside ob-.
servers to work in the supervisory capacity with faculty members.
Results indicated faculty acceptance of the procedure and reported
changes in teaching behaviors. o o _

The number of reported variations is small. It s interesting-to
note that both postulation of ideas and actual uses of the model are
reported. Further, both the theoretical .potential and practical appli-
cation are explored. { -

'

bad

* What is ike relationship between clinical supervision and
planned ¢ :ange? '

In the original clinical supervision model and in variations
thereof, there is emphasis v, improvement of instruction. Because of
this interest in instruction, the supervisor is by implication also ins
\rested in change (Unruh and Turner, 1970). Indeed, supervisors
+of instruction placed “leadership for chunge” as a top priority con-

‘cern in a survey by the Association for Supervision and Curriculum
Development (ASCD Working Group on Supervisory Practices,
1976).

The supervisor’s cone.rn is in keeping with widespread interest

i ct.ange. Zaltman and Duncan (1977) indicate that because of the
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‘consequences of change or lack of change, ‘“there is & great interest
in managing change to maximize its benefits and minimize its un-
fortunate effects” (p. 4). ‘ ' S '

Change can be defined as “the relearning on the part of an indi-
vidual or group (1) in response to newly perceived requirements of

* a given situation requiring action and (2) which results in a change
in the structure and for functioning of social systems” (Zaltman and
Duncan, 1977, p. 10). Planned change ‘is brought about through
deliberate and determined efforts. The interventionist. or change
agent in planned change “assists a system to become more effetive
in problem solving, decision making, and de:ision implementation
‘in such a way that the system can continue to be increasingly effective
in these activities and have a decreasing need for the intervenor”
(Argyris, 1970, p. 16)." According to these definitions, the clinical
supervision model deals with change, especially plannsd change, and
the clinical supervisor serves as interventionist or change agent.

Certain characteristics of the clinical supervision design ‘make
it particularly conducive to planned change processes. First, the fact
that clinical supervision deals with in.class events is significant.
Cogan (1973) indicates that in the history of American education
the point at which new teaching techniques have faltered has been at
the point of application—in tne classroom. Because new teaching -

 techniques, or any innovations, are neither good nor bad, thére is no
reason to suggest they should all be adopted for vse. The fact that the
point at which adoption (or rejection) occurs is apparently the areas
within which clinical supervision operates does point to the poten-
tially strong link between the supervisory process and change.

A second relationship between change and clinical supervision
involves personal aspects. Unruh and Turner (1970) stress the
mutuality of the relationship needed for change: “To produce realis-
tic and lasting change, supervisors and teachers must accept each
other’s strengths and contributions tn the instructional program” (p.
281). Clinical supervision and its model, which stresses colleague-
ship, move toward the kind of mutuality associated with change.

A third characteristic of clinical supervision which appears to
promote the change process is the way in which the model is initiated.
Frymier (1976) notes that from his perepective the greatest incentive
for change in today’s public schools is the “promise for an increase

N\, .
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in personal satisfaction” (p. 45). Because the cycle of clinical super-
vision begins with the teacher specifying areas of concern and need,
there is great likelihood that the process will deal with areas that are
“important to the teacher, and that opportunities and suggestions for
improvements will be in the areas which can produce the personal
satisfaction associated with change.

. The emphasis on the individual teacher is potentially detrimen-
“tal as well as potentially beneficial to the change process. A balance
m:st be achieved. Zaitman and Duncan (1977) indicate that change
. programs should not be dealt with only at the individual level be-
cause the individual is greatly affected by others and the larger cul-
ture.- Certainly there is nothing in the clinical supervision model to
ensure consideration of a larger community. ‘

Other aspects of the change process which are not dealt with in
clinical supervision are pointed to in a complete change process
- strategy for supervisors outlined by Harris (1977) which includes -
three stages: 1. Alternatives and Awareness; I1. Adopting; ‘and III.
Installing. Though some aspects of each stage could be addressed in
~ conjunction with the cycle of supérvision (for example, awareness in
stage'l, trial actjvities in stage II, and revision of structures in stage
IIT), most aspects either deal with out-of-class activities or are more
properly addressed in models other than one promoting colleague-
ship becgusd they .include many individuals of varying status and
power.

Within the supervision model, the clinical supervisor’s role can
involve very specific change agent functions relating to the *“pro-
ductive management of instructional innovations” (Cogan, 1976, p.
12). These include, according to Cogan: |

1. Participation with teachers in the selection of instructional
innovations which are useful and appropriate.

2. Developing a strategy to provide a fair and thorough test of
innovations. ‘

3. Developing among the faculty a commitment to testing and
experimentation.

4. Helping to remedy and reverse {ailures often associated with
new patterns of instruction. '

5. Matching teachcrs to innovations by (a) helping to select
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téachers likely to fit demands of certain innovations, (b) aiding
them in consolidating new behavior, and (c) when neces,sary, helping
to counsel them out of positions.

6. Supporting worthwhile innovations until new procedures be-

come integrated into prevxous routines.
7. Preventing intrafaculty tensions.

It appears that the aspects of clinical supervision which might |

foster the change process are the in-class setting, the colleagueship,
and the initiation of the clinical cycle by the teacher. There is within
the model the potential for the supervisor to.serve as change agent or

interventionist through specific activities. The exclusion of, out-of- -

class considerations and the potentlal for narrowing all interest to the
individual upon“whom the cycle is focused are aspects of clinical
supervision which are not compatible with the change process. Thus,
_clinical supervision may be useful in limited ways to individuals
‘promoting planned change. It is not a complete approach to planned
change. ‘

o How does the practice of clinical supervzszon compare with
its prognostications?

In the final chapter of his book, Clinical Supervzswn, Goldham.
mer (1969) included “forward glimpses” in which he envisioned
.the potential of clinical supervision. Looking at the extent to which
this potential has been realized is a helpful analytical technique: it
reveals what has been done.

Goldhammer foresaw extensive use of the clinical model he
described the approach and components of clinical supervision as

leallstlcally feasible to establish and disseminate” (p. 368). Yet
there is indication of only limited application of the model. Mat-
taliano (1977) specified three reasons that use of clinical super-
vision has not become widespread: (1) the complexity of the proc-
ess, (2) the lack of clearly identified competencies for performance,
and (3) the sparseness of the literature.

Knowledge about how to train supervisors and how to adminis-
ter supervision and training in school settings as well as development
of “solid curriculums” were needs outlined by Goldhammer. Some
clinical supervisory training programs have been developed, and the
competency-based movement has emerged as a major attempt at
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o structuring curriculums (and certification processes in many states).
McCleary (1976) pointed out the compatibility between clinical
supervision and the competency-based movement: competencies ean
be inferred from the definition of clinical supervision. Boyan and’
Copeland (1978) have designed a training program to develop these
specific competencies. These attempts may be based in current fads. .
Certainly the efforts are limited in scope. Training, administration,
and.development needs still exist.

Model refinement and research were the two major areas of

_ potential exploration to which Goldhammer pc.nted. There have been -

" studies dealing with model validation and there have been attempts
—through thought aud implementation—to create variations of the
clinical supervision model. Yet, there has been a small amount of
work done. Perhaps the limited quantity is the result of an inappro-
priate assessment of the potential .involved. Sergiovanni (1976)
clarifies the problem: . '

I believe that clinical supervision at present is too closely associated with
a workflow—a pattern of action—and not associated enough with a set of
concepts from which a variety of patterns could be generated. The intellectual
capital inherent in clinical supervision is in my view more important than its
workflow as articulated into steps, strategies, and procedures ( p-21).

Likewise, the av;’ilable research is lacking, as has been pre-_ -

viously indicated, in both desired quality and quantity though over a
* decade'ago Goldhamnier declared the time “ripe for research” and
called for research that was clinical and idiographic.

Therefore, much of the potential envisioned by Goldhammer in
the first major book un clinical supervision has not been capitalized
upon. The expressed necds have in some cases been addressed, but
they have not been resolved. What is done in practice compares un.
favorably with what was prognosticated.
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An obvious questlon which follows recognition of the mismatch be-

tween envisioned potentxal and practice deals with how the potentlal'

of clinical supervision can be realized. The presentation of the design
and the research s well as the analysis of clinical supervision have
all pointed to areas which’ must be addressed by theoreticians and
practitioners. The immediate future of clinical supervision needs to
be one of discovery, clarification, and, perhaps, modification.,

There are a number of assertions in the design of clinical super-
vision. The following questions which are generated from these as-
sertlons suggest research potential:

l Does teacher participation in the supervisory process make a
difference in
X a. how a teacher ieels about supervision? *
b. teacher behavior?

2. Can instruction be better improved by giving feedback to a -

teacher on aspects of instruction that are deemed important to a
. teacher than by providing feedback on items on a rating scale estab-
lished by another party (supervisor, administrator, school system)?

3. Do analyncal discussions with supervisors help teachers im-

prove"

4. Does the clinical supervision model affect preservice and in-
service teachers differently?

5. Which planning and conferencing strategies are most effec-
tive?

6. Does clinical supervision lead teachers to be self analytical?

7. Clinical supervision is supposed to be mutually beneficial.
What are the “benefits” for the teacher and for the supervisor?

8. What skills and/or characteristics are needed by supervisors
and teachers in order to use clinical supervision effectively?
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9. Should the process change as it is used over time'with in-
service teachers (Should it be different for beginning teachers and
experienced teachers?) ?

These questions which are already formulated need to be ex-
amined; new questions need to be raised. The ambiguities which
make the model unclear have resolutions. Various components of the
model need to be scrutinized (Denham, 1977). ldeas for making the
model applicable to schools as they exist should be explored Sug-
gested variations need to be tried. Whether clinical supervision does
promote planned change needs to be determined. In addition, the
possible effects of clinical supervision on two areas of educational *
concern should be considered.

Low teacher morale—known by a host of names including
“teacher burn-out”—is currently a problem for educators (Learning, -
January 1979). The consequences are felt by a wide circle of indi-
viduals including faculties, staffs, administrators, parents, and
pupils. The clinical supervision model appears to have the potential
to alleviate low morale by making teaching a less isolated venture
(through colleagueship with supervisor) and by partitioning seem-
ingly overwhelming goals for instructional improvement into specific
targets identified by the teacher. Clinical supervision should be tested
as a method of improving morale and reviewed for effectiveness.

Caree. planning is another area in which clinical supervision
appears to offer strengths worthy of future examination. The clini-
cal supervision model appears to meet Lucio’s (1969) criteria for a
career development program: it determines the purposes and role
performances of the persons affected. It may be that the specificity .
of the roles in clinical supervision would enable one to decide on,
plan for, and have a career in supervision that is more than a job
obtained through luck or politics.

If the clinical supervision model is widely used, resources
needed for implementing the model wil! have to be determined. The
analysis and strategy called for in clinical supervision may demand
resources not currently delineated. Use of the strategy n:ay mean
expansion to specifically include a number of other sources, espe-
cially as replanning begins. For example, teacher centers which are
appearing in many parts of the country may be recouzccs in addition
to the teacher and supervisor.
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Other resources which may be appropriate as the clinical super-
vision cycle is used are task forces and teams of supervisors who
engage in ‘“coliaborative, task-oriented efforts” (Harris,: 1976, p.
334). Cogan (1973) refers to the cooperation of several individuals
as “the staff concept in clinical supervis. " and indicates that many
- different kinds of specialists and experts can be clinical supervisors.

What is the state of the art in clinical supervision? At this point
there ave more questions than answers, but the questions come from
an identifiable design. Clinical supervision is clearly not a panacea,

but it does have promlse for both the theoreticirn and the practi-
tioner, :
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